lakes, little kelly dolls, miniature motors in races, and so on, together with many little home-made devices to help in various sound formations. Each week I endeavour to have a new game or competition; in this way keen excitement takes the place of what might become lifeless compulsory mechanical movement.
I feel that the aim in all this work should not only be to give speech clarity through the surface machinery oiling, but to penetrate into the minds and hearts of the patients instilling there a real sense of happy confidence in life, themselves, and their ability, until we all feel wholeheartedly that:
Talking is fun ! Talking is fun I But only if everyone-Can understand the words we say; So every day, and all day-We must use our machinery the right way ! Then, to talk will be fun, really fun-For you, and me, and everyone ! [The paper was followed by a demonstration and a film. Types (I) and (II) refer chiefly to babies and children, and the following treatment is recommended for them: a hard vulcanite plate is made as soon as possible after birth and adjusted to fit the new conditions at the time of the lip operation. This is worn without pain or discomfort (figs. 5 and 6) and has the following advantages:-
(1) It makes breast-feeding possible.
(2) It acts as a comforter. (3) It prevents the spreading of the maxillie. (4) Sucking with the usual teat elevates the horizontal portion and creates a high vault and sometimes buckles the septum or retards its normal growth. This is prevented.
(5) With spoon-feeding air is swallowed with food. This causes indigestion and half an hour later the food is regurgitated. This is prevented. In making plates for these babies one has to remember that sufficient nasal airway must be afforded. During the first two weeks of extra-uterine life, the babies cannot breathe through their mouths and any form of obstruction leads to death by asphyxia ( fig. 3A ). Turning from the practical side to the scientific, a controversy is still raging as to whether there is any loss of tissue in these clefts. Brophy and his satellites insist that there is none, but no dental surgeon on this or the other side of the Atlantic is inclined to support this view. The illustrations in A. Double cleft before operation, sleeping with plate in. B. Awake. C. Feeding. fig. 1 show that with the eruption of teeth there is perfect occlusion and yet loss of tissue in the palate. A comparison of the gum-pads at birth in these cases with those of the normal palate also tend to support this view. There may be some central organization which controls the growth of tissue whether soft or hard, but I cannot help thinking that there is some inherent virtue in normal cells themselves, whereby they can be stimulated to increase in size and number. The failure of the foetal processes to unite has robbed the tissues in the neighbourhood of the cleft, of the stimulus to increase, with the result that there is lack of tissue. At a later stage, the cleft in the soft palate only is closed, as advocated by Sir Harold Gillies. This is better left until after the eruption of the temporary dentition so that a satisfactory plate can be made to elevate and push back the newly made soft palate ( fig. 7 ). 39n I am not one of those who have been completely won over to the school of the Gillies-and-Fry movement to leave the hard palate severely alone. It was based on the surgery of two decades ago. The terrible results of surgery of those days are, I hope, a thing of the past. What the Gillies-and-Fry movement has taught us is that a good functional soft palate in a posterior position is the more essential aim of surgery.
The reasons for which I advocate a hard-palate closure are :-(i) That plates have to be altered or remade during the eruption of teeth and the growth of the maxillary skeleton. A. Showing contracted arch confined to anteriors. B. Denture to stretch and push forward upper lip and an adjustable and detachable portion to push and elevate soft palate. C. Patient blowing up balloon, showing that all oro-nasal, naso-pharyngeal and labio-nasal communications are sufficiently controlled. This patient has therefore perfect speech.
(ii) That patients are very fractious during this period and if a satisfactory plate is made with difficulty it is never worn. It is during this period that speech is being developed and speech training is impossible without closure by surgery or with a satisfactory plate. These are also the reasons for delay in the soft-palate closure, should this method be the one selected.
Before and after the lip operation, I have advised the use of the Poupon teat. This has proved very efficacious (figs. 5c and 6c). Norman Dodd, in a paper recently read before the Southern Counties Branch of the British Dental Association held at Southsea, has advocated a teat made on somewhat similar lines to the Poupon teat; but I prefer the Poupon, except that the additional valve in the other may be an advantage.
(III) So much for babies and children; we now turn our attention to adolescents and adults. These are the cases which comprise the composite type into which fall the majority of cases seen by the dental surgeon. They have the following characteristics: (a) The contraction of the dental arch is more severe. The of severity is from the anteriors to the posteriors; but all the teeth can be in complete lingual occlusion. If there is post-normality, it is relative and due to the underdevelopment of the maxillm; for (e) The mandible is always fully developed. (f) The lower lip is often enlarged in an endeavour to meet the deficient upper.
Type III is subdivided into A, B (fig. 9c ). The dental treatment, then, would be (1) orthodontic, (2) denture to supply missing teeth. The surgical treatment would be in aid of perfect speech. It will depend upon the proximity of the free posterior edge of the soft palate to the pharyngeal wall. Either of two methods or a combination of both can be adopted. The hard can be separated from the soft, the soft pushed back to meet the pharyngeal wall and the resulting raw area skingrafted as recommended by Sir Harold Gillies; or a pharyngoplasty carried out as JULY-ODONT. 2 % recommended by Mr. E. Wardill, to bring the pharyngeal wall towards the soft palate.
(B) The dental and surgical treatment is the same as in the previous case except that a denture will have to be worn to cover the gap whether there be full complement of permanent teeth or not. Type III. A case showing teeth projecting through wax and in C, 54/45 have been prepared for gold crowns by a .similar technique as that used for porcelain jacket crowns.
In this class are included those cases of subdivision (A) which have had the Gillies' operation (figs. 10 and 11).
If, however, the patient has reached adult life, the severity of the abnormal dental arch will determine the teeth to be extracted for the purpose of (1) closing an open bite, (2) interfering with the stability, insertion or withdrawal of dentures, (3) aiding speech by giving more room for the tongue.
.1ft I In fig. 10 the teeth retained for support do not interfere to any extent with the concavity of the lingual surface of the plate. They are, therefore, completely boxed-in with their clasps. I advocate this to reduce the collection of food detritus around the necks of the teeth.
In fig. 11 the " lip-line " of the premolars is so low that the bulk of these teeth has been considerably reduced by the technique used in porcelain jacket crown work. These teeth are then capped by gold in such a way as to leave no " undercuts." No clasps are used in this case. All possibility of decay is entirely eradicated.
The position of the six fronts is determined by appearance (figs. 10, 11, 14) , and assists in the pronunciation of such consonants as S, D, and T. Type IIIc (iii) showing patient with and without denture in position, When the plate has to come in contact with an anterior edge of a free soft palate as in the Gillies' operation, certain points must be observed in the design of the denture. The mobility of the soft palate tends to upset the stability of the denture, and therefore that part which comes in contact with the free edge must be of soft rubber, as in fig. 10 , or there must be some sort of spring attachment between the main body of the plate and that portion in contact with the free edge as in fig. 7 . This same plate can be made to elevate and push back the soft palate (Fry).
(C) Into this class fall all those cases which need obturators. Some artificial means of aiding the closure of the nasopharyngeal valve is necessary. To do this, the impression should be taken in the fully contracted state. The material should not be too harsh so that it takes too much effort on the part of the muscles to shape, and yet it should be sufficiently fluid to take a sharp impression. This rules out gutta-percha and composition of any kind. It must not set too hard, because of the difficulty of removing it. It must not flow too freely, because of the possibility of the patient swallowing the material, or being made to "gag." This rules out plaster. To my mind the ideal material is dentocoll, a material which satisfies all these points. After taking a rough impression, a vulcanite plate is made which roughly follows the contour of the valve and yet will not touch the walls in the fully contracted state of their musculature. By means of a rubber connexion fitted to the dentocoll syringe the impression material is made to flow through a hole previously made in the centre of that portion of the plate lying in the valvular opening (fig. 12B ).
The act of swallowing tends to upset the stability of the denture as a whole. Therefore the obturator portion is fitted so that it can move during deglutition without moving the denture proper. This can be achieved by the use of soft rubber as in fig. 12c , or better still by a spring attachment as in fig. 14B . One's ingenuity can be used to devise a method of attachment between these two masses. These cases are further subdivided into: (i) Those in which the hard palate has been closed by utilizing the soft; (ii) Those in which there has been unsuccessful suturing of the soft palate; (iii) Those in which there has been no attempt at suturing.
The most difficult case to attempt to deal with dentally is the Type IIIa (i) case in which there is definite movement of a very deficient soft palate. If there is insufficient tissue to separate from the hard palate I recommend that the muscula,ture be divided in the mid-line and the cleft in the soft palate returned to its original state. Those terrible results of surgery which are responsible for the majority of cases which fall into this subdivision are, I hope, a thing of the past. If I appear to be somewhat hypercritical of the surgery, I venture to put forward with all humility a plea of justification on the ground that a dental surgeon naturally becomes the surgeon's severest critic. He has to repair their failures, complete their successes and assist with apparatuis some of their operations. He therefore sees the cases, before, during and after the repair. It is not the failures only that visit him. The ideals at which we aim are: perfect hardand soft-palate closure, perfect occlusion, perfect speech and, last but not least, perfect appearance, i.e. to take away the stigma of a cleft palate facies. How far can these ideals be achieved when we consider that there is shortage of, tissue to begin with? The number of surgical failures would appear to be considerably reduced by a two-stage operation such as the Billington-Round. The dental arch will become contracted, and too much stress cannot be laid on the necessity for orthodontia in early life. So great are the advances which have been made in orthodontia that " perfect occlusion " can be obtained and maintained: It would appear from the work of Miss Freda Parsons that " perfect speech " can be obtained by training, whatever the position of the soft palate, but I cannot help thinking that, however great the degree of success may be obtained in those cases in which the soft palate is in a very forward position, the time factor to produce these results must play an important part, as it must be easier to train a less severe deformity.
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In what way is the dental surgeon called upon to assist speech ? In the design of his dentures he can give the maxin4um amount of room for the tongue. He can make the lateral and antero-posterior curves of the lingual surface continuous concave curves (to lessen the possibility of the sound waves being broken). The design of artificial representation of the soft palate is important. And, lastly, in the position of the anterior teeth.
As regards the cleft palate facies, those beautiful operations for the ala and columella deformities and the cupid's bow operations devised and ably carried out by Sir Harold Gillies and Mr. Kilner, leave little to be desired by the patients and their parents. Nevertheless the stigma does not wholly disappear until the aid of the dental surgeon is sought, to push forward the upper lip, and roll and evert the vermilion border. Every scrap of the dental surgeon's artistic skill and ingenuity is needed in placing those six upper fronts to give the effect of a pleasing appearance of the facesmiling, and in repose-both from the full-face and side-face aspects. In this respect the dental surgeon assists materially in influencing a change in the mental outlook on life from one of inferiority to one of self-esteem. This important factor is often overlooked.
I must express my gratitude to those who have assisted me in the production of the film, to the Kodak Company for their time, patience, and helpful suggestions, to the surgeons who have sent a sufficient number of cases to make the subject complete, and more particularly to Sir Harold Gillies, whose cases form the majority illustrated here. I cannot conclude, however, without paying tribute to all those whose ideas have been embodied in this paper, and I would mention, more especially, in this country, the work of Mr. Kelsey Fry.
A Case of Geminated Second and Third Lower Molars.-HERBERT SMALE, M.R.C.S., L.R.C.P., L.D.S.E. I do not think that a case of gemination of the second and third molars has been previously reported to this Section, nor can I finid in dental literature any report of the gemination of these two teeth.
The patient, a medical student, aged 24, asked me to examine his mouth in the right lower molar region, because of considerable pain in that situation.
The third molar was apparently unerupted except for the mesial cusp, which was carious, and the pain was evidently due to pulpitis of this tooth.
A skiagram suggested impaction of the third molar, which appeared to be lying across the jaw. The second molar had a carious cavity distally, and the patient, who was going up for an examination shortly, preferred to have it extracted, together with the third molar, rather than to have the more elaborate operation of excision of a third molar alone.
My colleague, Dr. Wilfred Fish, operated in the Royal Dental Hospital In-Patient Department the same afternoon, as the case was urgent. It was fortunate that we had the patient's permission to do what we thought necessary, since upon attempting to extract the second molar, the whole geminated mass came away.
The photomicrograph shows that there is a combined pulp chamber at P, and the roots of the teeth are merged into one. The third molar crown is, therefore, merely a bud on the second molar. The enamel on the third molar ends very high up at the point A 0, where a heavy deposit of cementum meets it. There are two
